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Chapter 1: Introduction
Background
St. Mary’s Medical and Rehabilitative Therapies Clinic (SMMART) is under the
umbrella of St. Mary's Health Clinics (SMHC), which was founded by the Sisters of St. Joseph
of Carondelet in 1992 to eliminate health disparities and advance health equity for the
underserved and underprivileged population, believing that health care is a fundamental human
right (OT PT – St. Mary’s Clinic, 2019a). SMMART clinic provides free-of-charge primary,
preventative, and mental health care services for uninsured individuals through St. Catherine
University (SCU) health care professors and health care students under the supervision of
professors (OT PT – St. Mary’s Clinic, 2019a). Patients at SMMART clinic are primarily
uninsured Latinos; however, once they become insured, they no longer qualified to receive
services (OT PT – St. Mary’s Clinic, 2019a). Since 2002, SMHC has been providing outreach
services to the Latino community as 98% of the population are uninsured due to barriers in
applying for health insurance coverage (OT PT – St. Mary’s Clinic, 2019a). SMHC recognizes
the challenges uninsured individuals face in accessing and receiving health care services and has
worked to reduce the disparities this population may face by developing partnerships with a
variety of health systems (OT PT – St. Mary’s Clinic, 2019a).
SMHC has multiple partnerships with health systems within Minnesota and community
organizations that help serve their population. SMHC has partnerships and collaborations with
health systems (M Health Fairview, HealthPartners/Park Nicollet, and Allina), local health
departments, and pharmacies to provide free health care services within the Twin Cities (OT PT
– St. Mary’s Clinic, 2019a). Besides health systems, SMHC collaborates with the Mexican and
Ecuadorian Consulates, health fairs, flu clinics, and Latinos churches to provide outreach to the
Latino community (OT PT – St. Mary’s Clinic, 2019a). SMHC recognizes the uniqueness of the
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population served; thus, majority of the staff are bilingual, and interpreter services are available
and provided free of charge (OT PT – St. Mary’s Clinic, 2019a). SMHC also provides culturally
appropriate and accepted services for their population served to promote a greater overall health
management (OT PT – St. Mary’s Clinic, 2019a).
The mission of SMMART clinic through SMHC is "To advance social justice through
transformative, holistic health care." (OT PT – St. Mary’s Clinic, 2019b, para 1). To carry out
the mission, SMMART has three core visions. The first vision is to reduce health disparities
among the underserved (OT PT – St. Mary’s Clinic, 2019b). The second priority is to develop
compassionate and culturally sensitive future health care professionals through a transformative
and interprofessional learning environment (OT PT – St. Mary’s Clinic, 2019b). The last vision
is to engage in community partnerships to promote overall health and well-being within the
communities served (OT PT – St. Mary’s Clinic, 2019b).
At SMMART clinic, SCU health care professionals and students incorporate four
philosophies that are embedded throughout every service. Their first philosophy is patient as a
teacher, in which collaboration and learning with the patient are crucial for personal and
professional growth (OT PT – St. Mary’s Clinic, 2019b). The second philosophy is
interprofessional, with all health disciplines working together to optimize the patient's health (OT
PT – St. Mary’s Clinic, 2019b). The third philosophy is social justice to allow SCU health care
professors and students to love the dear neighbor without distinction (OT PT – St. Mary’s Clinic,
2019b). The last philosophy of SMMART clinic is empowerment, in which providers will
support the patients in identifying issues that are important to their health and wellbeing (OT PT
– St. Mary’s Clinic, 2019b).
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At SMMART clinic, multiple stakeholders are involved in supporting the clinic's growth,
and the patient population served. The primary stakeholders involved at SMMART clinic are the
volunteer medical professionals and health care students from St. Catherine University, partners,
and collaborators of health systems, community programs, and the patients. Secondary
stakeholders are those not directly involved in the operations of SMMART clinic but may have
an indirect influence on the operation. The secondary stakeholders may include the communities
in which the patient population live, and additional SMHC sites throughout the Twin Cities of
Minnesota. Physical location may indirectly influence the behaviors and health patterns of the
patients, and it may affect the type of health care services utilized. Another secondary
stakeholder is government and the policies and resources regarding health care services for
uninsured individuals. Governmental policies and resources may affect the health patterns and
disparities in uninsured individuals, and it may also influence health care access and utilization.
Overall, the primary and secondary stakeholders at SMMART clinic may directly and indirectly
affect the services provided to promote the best health outcome for the patient population served.
Review of evidence
The concept of health literacy was first introduced in 1974 to describe how health
information impacts the educational system, the health care system, and mass communication
(Fernández‐Gutiérrez et al., 2018; Parnell, 2014). However, the concept of health literacy was
not introduced to health care literature until the late 1990's as a social determinant of health and
health promotion factor, and in 1998 it was defined by the World Health Organization [WHO]
(Fernández‐Gutiérrez et al., 2018; Parnell, 2014). Health literacy was previously defined in
Healthy People 2010 and 2020 as the ability to obtain, process, and understand basic health
information to make appropriate health decisions (Office of Disease Prevention and Health
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Promotion [ODPHP], 2021a; ODPHP, 2021b). In August 2020, Healthy People 2030 updated
the definition of health literacy to personal and organizational health literacy (ODPHP, 2021a;
ODPHP, 2021b). Personal health literacy is defined as "the degree to which individuals have the
ability to find, understand, and use information and services to inform health-related decisions
and actions for themselves and others" (ODPHP, 2021a, para. 3). Organizational health literacy
is defined as "the degree to which organizations equitably enable individuals to find, understand,
and use information and services to inform health-related decisions and actions for themselves
and others" (ODPHP, 2021a, para. 3). The concept and definition of health literacy was
expanded in Healthy People 2030 to include organizations and professionals who create and
deliver health information and services because health literacy extends beyond an individual
processing health information (ODPHP, 2021a; ODPHP, 2021b). Health literacy is an important
issue due to its effect at the individual and organizational level (Centers for Disease Control and
Prevention [CDC], 2021c).
Health literacy encompasses multiple aspects of literacy, such as print, numerical, and
oral literacy, that may influence an individual's health literacy level (Berkman et al., 2011;
Stableford & Mettger, 2007; Yin et al., 2015). The health literacy level of an individual may
influence their action in using and understanding the health information provided and making
informed health decisions (Agency for Healthcare Research and Quality [AHRQ], 2008; CDC,
2021c). However, a strong literacy level may not always determine the health literacy level of an
individual. An individual with a strong literacy level may still face the challenge of
understanding medical terminology and abbreviations, interpreting health information to make
informed health decisions, or a complex health condition that may require complicated care
(AHRQ, 2008; CDC, 2021c). Overall, anyone can be affected by health literacy, and as a famous
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saying, "Health literacy is a state, not a trait" (Center for Plain Language, 2014; Schillinger,
2020).
Health literacy becomes an issue when individuals are expected to navigate the health
care system successfully and independently or when health information provided to an individual
becomes challenging to understand and act upon (AHRQ, 2008; CDC, 2021c; Koh et al., 2013).
In the United States, about only 12 percent of the population have proficient health literacy,
indicating they can navigate the health care system successfully and perform complex healthrelated tasks (AHRQ, 2008; Koh et al., 2013). Approximately 36 percent of the population, or 87
million adults, in the United States have low health literacy, indicating they may have difficulty
completing health-related tasks, seeking out health services, or making informed health decisions
(AHRQ, 2008; CDC, 2021c; Koh et al., 2013; Schillinger, 2021). The impact of low health
literacy within individuals are higher mortality and morbidity rate, increased hospitalizations or
visits to the emergency department, decreased likelihood of utilizing preventative services or
seek out health care services, poorer health outcomes, and increased risk of chronic diseases
(Berkman et al., 2011; Koh et al., 2013; Schillinger, 2020; Yin et al., 2015). Low health literacy
can also become costly to the health care system, with an estimation of 100 to 200 billion dollars
per year (CDC, 2021b; Schillinger, 2020; Vernon, 2007). Although anyone can be at risk of low
health literacy, specific populations are more likely to be impacted with low health literacy
(AHRQ, 2008; Berkman et al., 2011; Schillinger, 2020; Yin et al., 2015).
Populations that are more vulnerable to low health literacy are elders 65 years or older,
racial/ethnic minorities, immigrants, and individuals with a low socioeconomic status [SES]
(AHRQ, 2008; Berkman et al., 2011; Schillinger, 2020; Stableford & Mettger, 2007; Yin et al.,
2015). However, racial/ethnic minorities and immigrants are more likely to be vulnerable to low
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health literacy due to multiple barriers (Fernández‐Gutiérrez et al., 2018; Kreps & Sparks, 2008;
Schillinger, 2020). Factors contributing to low health literacy in racial/ethnic minorities and
immigrants are language barriers, low English proficiency (LEP), low SES, lack of
understanding and accepting Western medicine, and cultural background (Fernández‐Gutiérrez et
al., 2018; Kreps & Sparks, 2008; Schillinger, 2020; Stableford & Mettger, 2007). However,
organizations and professionals providing health information have a responsibility of addressing
the issue of health literacy (CDC, 2021c; Coleman et al., 2017; Fernández‐Gutiérrez et al., 2018;
Koh et al., 2013; Kreps & Sparks, 2008).
The Health Literate Care Model was proposed for organizations and professionals to
adopt to combat the rising issue of health literacy (Koh et al., 2013). The Health Literate Care
Model was developed based upon the popular Care Model/Chronic Care Model (Koh et al.,
2013). The Care Model focused on effectively supporting productive interactions at the
individual and organizational level to promote safe and high-quality care (Koh et al., 2013). The
Health Literate Care Model incorporates health literacy principles into the Care Model to
encourage organizations to become health-literate and increase informed patient engagement
(Koh et al., 2013). Within the Health Literate Care Model is an emphasis on a Health Literacy
Universal Precautions Approach where health care providers approach all patients with the
assumption that they are at risk of low health literacy by utilizing health literacy practices
(Coleman et al., 2017; ODPHP, 2021c; Koh et al., 2013). Overall, health literacy is an issue that
can affect anyone, and it is the responsibility of organizations and providers to mitigate this
issue.
Two critical gaps this project will be addressing in practice are education and advocacy.
My project will develop educational modules regarding the gap of education on health literacy
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for students to promote understanding of health literacy's effect on health outcomes (Coleman et
al., 2017). Although health literacy has been researched within the past few decades, there are
limited education and training for students and health care providers to utilize health literacy
practices during patient-provider communication (Coleman et al., 2017; Yin et al., 2015). It is
important to advocate for organizations and providers to use health literacy practices to promote
patient engagement and health outcomes, which is another gap that will be addressed with this
project. Advocating for health literacy can increase appropriate communication and educational
skills that can enable people to understand health information and utilize health-related services
for greater health outcomes and management (American Occupational Therapy Association,
2017).
Significance and innovation
Health literacy is a problem with no discrimination, as it can affect anyone (CDC, 2021c;
Schillinger, 2020). Organizations, providers, and students will need to be prepared to utilize
health literacy practices to address low health literacy among patients to enable them to gain
access, understand, and utilize health care services to promote health outcomes (Coleman et al.,
2017; Yin et al., 2015). However, there is a disconnect in education and training organizations,
providers, and students in utilizing health literacy practice to address health literacy (Coleman et
al., 2017). Besides health literacy influencing positive health outcomes and informed health
decisions, it can also assist with developing a collaborative and trustful relationship between the
provider and patient (Stableford & Mettger, 2007; Yin et al., 2015). Therefore, it is essential to
educate organizations, providers, and students on health literacy practice.
Health literacy is an issue that is continuously addressed to create a more health literate
society (CDC, 2021c). Organizations, providers, and students will need to ensure that they have
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appropriate communication and education skills to assist people in understanding health
information and health care services (AOTA, 2017). Promoting health literacy among patients
can increase self-management and self-efficacy in health-related concerns and participation in
meaningful occupations. Poor health literacy can cause a domino effect of poor health outcomes
that impact participation in meaningful occupations, leading to deterioration in physical and
mental health and one's quality of life. Overall, the significance of this capstone is to address
educating students in utilizing health literacy practice to promote health outcomes and a more
patient-centered approach.
Additionally, this capstone project is innovative as it is an approach to educate students
interprofessionally in health literacy best practices while encompassing cultural competence and
plain language. The educational modules will encompass up-to-date, evidence-based research
regarding health literacy, cultural competence, and plain language. Although health literacy is a
common problem, students may not have formal training regarding health literacy within health
services delivery (Coleman et al., 2017). Therefore, this capstone project provides students with
education and information on utilizing health literacy practices to maximize a therapeutic use of
self to promote a health literate society.
Objectives
The primary objective of this capstone project is to educate health care students on health
literacy practice through the identification of evidence-based research to promote a health literate
organization and population. There are two primary priorities that supported the success of this
objective. The first priority was to develop guided educational modules on health literacy,
cultural competence, and plain language. The second priority was to develop a resource folder
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containing health literacy resources for the current and future students to access to gain further
knowledge regarding the issue and practice of health literacy within the health care setting.
Due to the majority of the patients belonging to a racial/ethnic minority and immigrant
population, SMMART clinic is in need to educate the health care students on utilizing health
literacy practice for a better patient-centered approach. The educational modules will be
developed through the dissemination of the literature for best practices regarding health literacy.
The educational modules will be provided through a secured online educational site for
accessibility to the students.
The last priority was to provide the students with a resource folder to provide further
information and education on the topic of health literacy. The students at SMMART clinic have
access to an online classroom portal for current resources utilized at SMMART clinic. This goal
was accomplished by publishing the resource folder in the online classroom portal for students to
have access to health literacy tools and literature to maximize their learning and practice of
health literacy.
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Chapter 2: Scoping Review
Introduction
The purpose of this scoping review was to identify best practices for educating health
care students and faculty providers at SMMART clinic on understanding and utilizing health
literacy practices to promote patients in understanding health information and accessing health
care services. The majority of patients at SMMART are from minority populations with English
as their second language and require interpreters during intervention sessions. Due to this, the
patients seen at SMMART may be at risk for interpretation of healthcare information due to low
literacy rates. Commonly seen conditions at SMMART are chronic pain, depression and anxiety,
diabetes, and high blood pressure. Based upon the nature of the commonly seen conditions,
patients require education in managing their conditions and accessing the necessary health care
services for better health outcomes. Overall, this scoping review identified evidence-based
research and practices regarding health literacy to educate health care students and faculty
providers at SMMART to meet the needs of their patient population served.
Research priorities for occupational therapy research
This scoping review aligns with the American Occupational Therapy Foundation (AOTF)
research priority; Health care experience: access, care coordination, utilization. This research
priority emphasizes improving health outcomes and quality of life through improving health care
access, patient care coordination, and increasing health care utilization (American Occupational
Therapy Foundation [AOTF], n.d.). AOTF's research priority also focuses on improving health
equity and quality for all patients across the lifespan (AOTF, n.d.). The scoping review aligns
with AOTF's research priority based on the relationship of improving the health care experience
of the patient to promote better health outcomes by addressing health inequities. In this scenario,
occupational therapy (OT) can have a significant influence by helping to develop effective
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interventions that address health literacy and language barriers to improve the health care
experience and outcomes of patients.
Scoping review question
What is the existing evidence on education for health care providers in using health
literacy practices to increase health literacy and decrease language barriers amongst non-English
speaking and English as a second language (ESL) population?
Methods
A systematic and alternative search was conducted to answer the question "What is the
existing evidence on education for health care providers in using health literacy practices to
increase health literacy and decrease language barriers amongst non-English speaking and
English as a second language (ESL) population?" MEDLINE and PubMed databases were
utilized during the search. An alternative search for gray literature was conducted in the
following sources: American Occupational Therapy Association (AOTA), Agency for
Healthcare Research and Quality (AHRQ), and Health Literacy Consulting. This scoping review
methodology was informed by the five-stage process outlined by Arksey and O'Malley (2005).
The steps involved were as follows: (1) identify a research question, (2) search the literature for
relevant sources of evidence, (3) develop inclusion criteria, (4) select studies based on inclusion
criteria, and (5) chart and summarize the data (Arksey & O'Malley, 2005).
In the database search, parameters were used, such as using the advanced search and
Boolean operator. The key terms used were plain language, health literacy, healthcare
professionals, health professionals, and patient education. The restriction of publication was kept
within 15 years. The inclusion criteria for the studies were (1) health literacy practices for
healthcare providers, (2) education and/or training in health literacy practices or plain language
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for healthcare providers, and (3) the concept of health literacy practices in the healthcare setting.
The studies did not include an occupational therapy focus. A total of ten sources of evidence
were found in the database search.
A total of ten gray literature pieces were identified in the alternative search. Three were
found in AOTA by using the search terms "plain language" and "immigrants." Filters used in
AOTA were "webpage" and "last 5 years." Health Literacy Counseling is a website developed by
Dr. Helen Osborne, an occupational therapist specialized in health literacy, and four sources was
found by exploring the "Podcasts" and "Tips & Articles" tab. AHRQ is a federal government
website with multiple resources on health literacy practice, and three sources of gray literature
were identified by exploring the "health literacy" section in the "Topics" tab. One source from
AHRQ was included by examining AHRQ's case studies using the filter "health literacy."
Results
A total of 20 sources of evidence were found in the initial database search, which
consisted of ten sources of gray literature and ten peer-reviewed articles. After reviewing the
20 potential sources of evidence, six gray literature and nine peer-reviewed articles were retained
for an initial appraisal. Of the nine peer-reviewed articles, three were primary research
studies (Coleman et al., 2017; Hadden, 2015; Wittenberg, Goldsmith, Ferrell, & Platt, 2015),
three were reviews of research studies (McInnes & Haglund, 2011; Nouri & Rudd, 2015;
Quesenberry, 2017), and three were conceptual articles (Stableford & Mettger, 2007; Warde,
Papadakos, Papadakos, Rodin, Salhia, & Giuliani, 2018; Yin, Jay, Maness, Zabar, & Kalet,
2015). Gray literature sources consisted of governmental, association, and website publications
such as The American Occupational Therapy Association (AOTA), Agency for Healthcare
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Research and Quality (AHRQ), and Health Literacy Consulting. No additional studies were
identified for this scoping review.
Nine primary research studies were retained for this scoping review. Table 1 provides a
brief overview of all nine studies. All studies were published in reputable scholarly peerreviewed journals: Canadian Medical Education Journal (Warde et al., 2018), Health Literacy
Research and Practice (Coleman et al., 2017), Informatics for Health & Social Care (McInnes &
Haglund, 2015), Journal of Consumer Health on the Internet (Quesenberry, 2017), Journal of
General Internal Medicine (Yin et al., 2015), Journal of Pain and Symptom
Management (Wittenberg et al., 2015), Journal of Public Health Policy (Stableford & Mettger,
2007), and Patient Education and Counseling (Hadden, 2015; Nouri & Rudd, 2015). All studies
were published within the last ten years (2010-2020) with the exception of one which was
published in 2007 (Stableford & Mettger, 2007).
The primary research studies consisted of two quantitative studies and one mixed method
study. Methods used included survey research (Coleman et al., 2017), pre-post study
methodology (Wittenberg et al., 2015), and one pre-post study with interview (Hadden, 2015).
Sample size ranged from n = 5 to n = 155. In the Coleman et al. (2017) study, participants were
health literacy experts with a doctoral degree, an average of 12.7 years working in the field of
health literacy, and an average of 7.8 health literacy publications. Hadden (2015) participants
consisted of two medical students pursuing Master of Public Health degrees, one non-degree
seeking student working in public health, one Master of Public Health student, and one honors
research program student. Wittenberg et al. (2015) consisted of health care professionals
[registered nurses, psychologists, hospice administrators].
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The three primary research studies examined the efficacy of training programs using
plain language for healthcare providers (Hadden, 2015; Wittenberg et al., 2015) and identified
best health literacy practices (Coleman et al., 2017). The three systematic reviews focused on
examining different aspects of health literacy (Nouri & Rudd, 2015), the readability of online
health information (McInnes & Haglund, 2011), and resources providing plain language
materials (Quesenberry, 2017). The conceptual articles focused on promoting the use of plain
language in healthcare providers (Stableford & Mettger, 2007; Warde et al., 2018) and the use of
a universal precautions approach in health literacy for healthcare providers (Yin et al., 2015).
Table 1
Frequency of articles examining health literacy
Criteria
Study Design
Quantitative
Quantitative and Qualitative
Reviews
Conceptual
Source of Publication Medical
Public health
Higher education and Health
education
Participants
Health literacy experts
Health care professionals
Health care students

Number
2
1
3
3
2
4
3
25
230
5

Summary of themes
The purpose of this scoping review was to identify relevant evidence on
educating healthcare providers in using plain language and health literacy practice to increase
health literacy in non-English speaking and ESL populations. Three major themes emerged from
the studies identified: (1) educating and training in health literacy practice, (2) universal
precautions approach in health literacy, and (3) the use of plain language to combat low health
literacy.
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Theme 1: Educating and training in health literacy practice. Four studies (Hadden,
2015; Nouri & Rudd, 2015; Wittenberg et al., 2015; Yin et al., 2015) reported the importance of
educating or training healthcare providers in health literacy practices or having health literacy a
core competence in all healthcare providers. Nouri and Rudd (2015) found in their systematic
review, evidence on how literacy demands placed by providers may affect patient outcomes.
Their review found that healthcare providers spoke at a higher-grade level, used more words per
sentence, and used more passive sentences; thus, patients had more challenges understanding or
acting upon health information provided to them. This study's findings suggested that healthcare
providers participate in using health literacy practices when communicating with patients to
reduce literacy demands.
Yin et al. (2015) reported in their conceptual article that less than 50% of internal
medicine residency programs had any formal teaching on health literacy, and often healthcare
providers do not regularly use health literacy practice when communicating with patients or their
families. This conceptual article suggested that health literacy concepts be incorporated
into students' educational curriculums and healthcare providers to participate in health literacy
workshops to acquire health literacy skills. Two other studies (Hadden, 2015; Wittenberg et al.,
2015) reported on findings of having healthcare providers go through training in plain language
practice to promote health literacy in patients.
Hadden et al. (2015) and Wittenberg et al. (2015) conducted pre-post studies on
healthcare providers receiving training in plain language to develop patient education materials
and communication about medication management and symptoms .In both studies, participants
went through training and educational session on what plain language is and how to use plain
language when developing materials. These studies found that participants showed significant
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improvement in using plain language to communicate with patients about medication
management and symptoms (Wittenberg et al., 2015) and developing patient education materials
(Hadden, 2015).
Theme 2: Universal precautions approach in health literacy. This theme reflected the
need for healthcare providers to use a universal precautions approach to low literacy. Three
studies (Coleman et al., 2017; Warde et al., 2018; Yin et al., 2015) included in this review
discussed using a "universal precautions" approach in healthcare providers to combat low health
literacy amongst patients. Warde et al. (2018) explained the universal precautions approach
wherein healthcare providers assume all patients are at risk of low health literacy during patientprovider communication. Yin el al. (2015) also found that patient-provider communication is the
exchange of information between the provider and patient to facilitate a patient's participation in
their health care (By approaching all patients with the assumption that they are at risk, healthcare
providers can provide patient education that is easy to understand and act upon (Warde et al.,
2018).
Two studies (Coleman et al., 2017; Yin et al., 2015) provided specific health literacy
practice recommendations in the universal precautions approach format that healthcare providers
must adopt during patient-provider communication. Coleman et al’s.(2017) survey study with 25
health literacy experts trated and prioritized32 health literacy practices that healthcare providers
should exercise. The study concluded that eight health literacy practices should be utilized
universally. Similarly, a conceptual article (Yin et al., 2015) reported similar universal health
literacy practices. The universal precautions approach for health literacy practices from both
studies is represented in Table 2.
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Three studies (Coleman et al., 2017; Warde et al., 2018; Yin et al., 2015) concluded that
using the universal precautions approach for health literacy practices could mitigate low health
literacy among patients. The universal precautions approach should always be used during a
clinical encounter with the patient to increase clarity of communication in health
information (Coleman et al., 2017; Yin et al., 2015). All three studies concluded that the
universal precautions approach for health literacy practices needs to be used routinely in
healthcare providers and these practices need to be prioritized (Coleman et al., 2017; Warde et
al., 2018; Yin et al., 2015).
Table 2
Health literacy practices for the universal precautions approach
Health literacy practices
Studies
Use “teach-back” or “show-back” method
Coleman et al., 2017
Yin et al., 2015
Avoid use of medical jargon and instead use plain language Coleman et al., 2017
Yin et al., 2015
Consistently elicit question from patient
Coleman et al., 2017
Yin et al., 2015
Consistently use the universal precautions approach
Coleman et al., 2017
Yin et al., 2015
Recommends the use of a professional medical interpreter
Coleman et al., 2017
Negotiate a mutual agenda with patients
Coleman et al., 2017
Limit counselling to 2-3 main concepts
Coleman et al., 2017
Yin et al., 2015
Elicit full lists of patient concerns and address them
Coleman et al., 2017
Chunk information into small digestible components
Coleman et al., 2017
Theme 3: The use of plain language to combat low health literacy. This theme
represented the use of plain language as a health literacy practice to minimize the effect of low
health literacy. All studies (n = 9) included in this review involved using plain language to
mitigate low health literacy effects among patients and increase clear
communication from healthcare providers. All studies reported plain language as enhancing clear
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communication by using written information that is engaging, understandable, and accessible to
the intended audience. Coleman et al. (2017) defined clear communication as written or oral
communication of health information that patients understand and act upon. Four of the studies
(Coleman et al., 2017; Hadden, 2015; Stableford & Mettger, 2007; Warde et al., 2018) concluded
that plain language should be a core competency for healthcare providers due to the rate of low
health literacy in patients. For example, Warde et al. (2018) stated that the healthcare system is
becoming globalized and diverse, and to meet every patient's needs, health information needs to
be communicated in plain language.
Two conceptual articles (Stableford & Mettger, 2007; Warde et al., 2018) and one
systematic review (Quesenberry, 2017) reported the use of plain language to develop patient
education materials. These studies stated that using plain language could help structure, write,
and design patient education materials that are easy to read and understand; thus, leading to
increased health literacy in patients. However, two studies (McInnes & Haglund, 2015;
Quesenberry, 2017) reported similar findings that patient education materials are often written at
a literacy level that is hard to read.
McInnes and Haglund (2015) conducted a systematic search on the readability of health
information online of 22 of the most common causes of burden and mortality in patients. They
found that more than half of health information online was written at a tenth-grade level,
exceeding many patients' literacy levels. McInnes and Haglund (2015) and Quesenberry (2017)
suggested that patient education and health information materials should be written at a sixthgrade level to promote understandability and actionability among patients. Quesenberry (2017)
provided many online health sites that provide patient education and health information materials
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that are easy to read and understand, such as the Center for Disease Control and Prevention
(CDC) and MedlinePlus.
Although it was found that plain language needs to be a core competency in healthcare
providers, two studies (Quesenberry, 2017; Stableford & Mettger, 2007) reported resistance to
plain language adoption. Two studies (Quesenberry, 2017; Stableford & Mettger, 2007) reported
resistance in healthcare providers to adopt plain language due to the misconception that it is
dumbing down or providing inaccurate information. While four studies (Coleman et al., 2017;
Hadden, 2015; Warde et al., 2018; Wittenberg, 2015) reported limited use of plain language in
healthcare providers due to a lack of education and training. Although there was limited use in
plain language among healthcare providers, the majority of the studies (n = 6) concluded a need
in effort to promote and support use of plain language through education and training to combat
low health literacy in patients.
Discussion
Based on the studies' findings included in this scoping review, low health literacy is a
rising issue in the healthcare system that must be addressed by healthcare providers. The studies
suggested that health literacy practice must be routinely used to combat low health literacy.
However, the studies included in this scoping review reporteda lack of use in health literacy
practices among healthcare providers due to poor education and training. Inproved health literacy
practices by healthcare providers could combat the rising issue of low health literacy in patients
while also meeting their health needs. Overall, to begin to address the rising issue of low health
literacy, there is a need to educate and train healthcare providers in health literacy practices.
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Implications for practice
Health literacy practices need to be a core competency in healthcare providers to begin to
address low health literacy in many patient populations. The use of health literacy practice could
assist healthcare providers in using clear communication when educating patients or providing
health information (Coleman et al., 2017; Yin et al., 2015). Health literacy practices could lead to
increased clear communication during patient-provider communication and decrease the
disparity gap in patients' managing their health and accessing health resources (Nouri & Rudd,
2015). The studies in this scoping review (n = 9) suggested that health literacy practice could
promote clear communication, thus decreasing patient misunderstanding of health information.
Often, healthcare providers communicate health information that exceeds patients' literacy levels,
as reported in the studies included in this scoping review. This scoping review has led to several
recommendations for occupational therapists and other healthcare providers.
Recommendations
There is a need to educate and train healthcare providers in health literacy practices.
Health literacy practices should be included in educational curriculums for students, and
healthcare organizations should include health literacy workshops for healthcare providers. The
studies in this scoping review revealed that education and training could lead to development in
skills and competency in healthcare providers and students in preparedness in managing low
health literacy in patients. Healthcare providers should also be routinely using health literacy
practices and using the universal precautions approach. Lastly, healthcare providers need to
assess their patients' literacy levels to provide health information that can be easily understood
and act upon by the patient. Overall, the findings of this scoping review have the following
recommendations:
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Development of education and training modules on the “universal precautions approach”
for healthcare students and healthcare providers is needed.

•

The need to educate healthcare students and healthcare providers on the impact of low
health literacy on health management and outcomes.

•

Researchers should continue to explore the gap of health literacy competency and skills
in healthcare students and healthcare providers by continuing to add to the current
knowledge of health literacy practices.

Conclusion
This scoping review identified an area of need in educating health care students and
faculty providers at SMMART on health literacy practice. After conducting a literature review,
three major themes were found to answer the scoping review question. The themes included: (1)
educating and training in health literacy practice, (2) universal precautions approach in health
literacy, and (3) the use of plain language to combat low health literacy. The identified themes
will assist in developing a capstone project to educate health care students and faculty providers
to utilize health literacy practice to support a patient-centered environment and meet the needs of
the patient population served at SMMART.

EDUCATION ON HEALTH LITERACY PRACTICES

26

Chapter 3: Needs Assessment
Approach
The needs assessment was conducted to gather supportive information one month before
the start of the capstone experience. Information was collected from internal and external
resources such as governmental websites, informational stakeholders’ interviews, and review of
community assets. Governmental websites explored to obtain information regarding health
literacy practices included the Agency for Healthcare Research and Quality [AHRQ] (2020), the
National Institutes of Health [NIH] (2021), and the Centers for Disease Control and Prevention
[CDC] (2021a). The AHRQ, the NIH, and the CDC provided extensive resources, case studies,
and research on the practice of health literacy, cultural competence, and plain language. They
also provided professional tools to educate and train organizations in becoming health literate for
a greater client-centered approach. Public records were explored by utilizing a study from the
2003 National Assessment Adult Literacy [NAAL] (Kutner, Greenberg, & Baer, 2005) that was
sponsored by the National Center for Education Statistics (NCES) and through the CDC (2013).
Exploring the tools, resources, research, and data gave insight on how to best educate health
literacy practices at an individual or organization level. It also provided information to gain a
bigger picture on the effect of health literacy in relation to the patient population served at
SMMART clinic.
Additional information for the needs assessment was found through exploring the
SMMART clinic Desire2Learn (D2L) page and the SMHC website. Information obtained from
these two sources provided facts regarding the statistics of the patient population served, the
types of services offered and provided, community partnerships and assets to support the mission
and vision of SMMART clinic, and additional resources to support the services provided at
SMMART clinic. Additional organization and community assets included my capstone mentor
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and the multiple community partners of SMHC. Other resources present at SMMART clinic that
assisted with the needs assessment were the health care faculty and students.
Informational interview with the capstone site mentor and an additional faculty provider
at SMMART clinic was conducted to gain further insight regarding the priority and needs. See
Table 3 for questions asked during the interview.
Table 3
Informational Interview Questions
Questions for Stakeholders
1. How often are the patients returning to SMMART?
2. If they do return, is it often for the same concern?
3. Besides using the OT Toolkit, are there other patient education handouts being
provided to the patient?
4. According to the information from the OT PT D2L page, majority of the patients are
employed, however, are they facing issues with accessing their care? Do they report
difficulty with accessing their care?
5. Do volunteered medical professionals and students receive training on working with
interpreters and utilizing health literacy practice during communication prior to
providing services at SMMART?
6. What are commonly seen conditions at the SMMART clinic?

Data and Themes
SMMART clinic primarily serves Spanish-speaking patients who require interpretation
services. Public records were explored to gain insight on how likely the patient population served
at SMMART clinic was affected by low health literacy. There are four health literacy levels:
proficient, intermediate, basic, and below basic (Kutner, Greenberg, & Baer, 2005). While
exploring the public record, about 65 percent of the Hispanic population within the United States
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have a basic or below basic health literacy level, indicating they may have a more challenging
time in navigating the health care system and understanding health information (Kutner,
Greenberg, & Baer, 2005). Compared to the statistics of other racial/ethnic groups (whites,
blacks, and others), the Hispanic group had the lowest rate of those who scored at a proficient or
intermediate health literacy level at only 35 percent (Kutner et al., 2005). A factor contributing to
low health literacy within the Hispanic population is low-English proficiency and level of
education (Kutner et al., 2005). Due to the rate of low health literacy amongst the Hispanic
population, further data were explored regarding health disparities and equity of minority
racial/ethnic groups.
The data also indicated significant differences in health disparities and equity in the
United States for the Hispanic population and other minority groups (CDC, 2013). Hispanics
were one of the highest unemployed groups, living below the federal poverty line, having less
than a high school education, and were more at risk of adverse health outcomes (CDC, 2013).
Hispanics were also more at risk of having a chronic health condition, were less likely to access
preventative health care services, and were more likely to be uninsured (CDC, 2013). In relation
to this, the record reported that minority racial/ethnic groups (except for Asian/Pacific Islanders)
and those who spoke a language besides English at home were more likely to report poorer
overall health and have a higher rate of visits to the emergency room (CDC, 2013). The
understanding and exploration of the data assisted with providing insight into how health care
organizations and professionals can take the initiative to begin incorporating health literacy
practices to reduce the effects of low health literacy within patients who may be more at risk.
Information collected from the identified resources indicated a need to ensure
organizations utilize the best evidence-based health literacy practices to promote better patient
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health outcomes. The AHRQ, the NIH, and the CDC have developed free continuing education
courses, training modules, and health literacy improvement tools to advance health literacy
practices within every health care setting (AHRQ, 2020; CDC, 2021a; NIH, 2021). The AHRQ,
the NIH, and the CDC have developed these resources because the health care system can be
extremely complex to navigate and understand (AHRQ, 2020; CDC, 2021a; NIH, 2021). Also,
they recognized that health care organizations and providers have a responsibility to ensure that
everyone can successfully understand and navigate the health care system (AHRQ, 2020; CDC,
2021a; NIH, 2021). Exploring the resources within the AHRQ, the NIH, and the CDC can help
inform the need to develop a learning curriculum on health literacy practices.
A strengths, weaknesses, opportunities, and threats (SWOT) of SMMART clinic was
conducted to further analyze and determine the needs and priorities of the site. See Table 4 for
the analysis.
Table 4
SWOT Analysis: Strengths, Weaknesses, Opportunities, and Threats
Internal
Strengths
Weaknesses
Collaboration with
Limited education
local organizations
and training provided
and associations to
to students during
support the needs of
orientation
the patient population

External
Opportunities
Threats
Diversity in health
Potential lack of
literacy levels and
interest in training or
culture amongst the
implementation by
patients
students

Interdisciplinary team Lack of resources,
to provide services to education, and
the patients
training regarding
health literacy
provided to students

Ensure a health
literate organization
to meet the needs of
the patients

Accessible online
classroom portal for
students

Limited education
and training on health
literacy within a

Linguistic and
cultural barrier but is
improved with the
use of an interpreter

Limited operation
hours of SMMART
clinic and COVID-19
may affect access to
services
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student’s educational
curriculum
Patients continuing to
demonstrate a need
for health literacy
practices from
providers to
understand and act
upon health
information

Conclusion
As the needs assessment was completed, it revealed the priority for developing an
educational module published online for the students at SMMART clinic to learn about the
importance of health literacy practices, especially for an ESL population. The first priority issue
identified by faculty working at SMMART clinic is the high risk of low health literacy in the
Latino population which are primarily Spanish speaking and uninsured. Therefore, this project
aimed to develop guided educational modules focused on health literacy that encompassed
cultural competence and plain language. The development of the educational modules was
completed and included evidence on health literacy, cultural competence, and plain language.
The second priority identified with the community partner was the need to provide additional
external resources regarding health literacy for incoming health care students at SMMART
clinic. Incoming health care students at SMMART clinic have access to the Desire2Learn (D2L)
online page; however, there was limited information and external resources regarding health
literacy. A resource folder containing external resources to support health literacy practice along
with access to free governmental health literacy training modules and toolkits was developed.
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health disparities and equities due to low health literacy.
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Chapter 4: Goals, Objectives, and Approaches
Introduction
The purpose of this capstone project was to provide education to health care students at
the SMMART clinic on health literacy practices that encompass cultural competence and plain
language to promote patient-centeredness during treatments and intervention sessions. Goals for
this capstone project and objectives for the goals were set in order to carry out the purpose of this
capstone project. The goals of this capstone project were:
1) Gather and consolidate information and resources regarding health literacy, cultural
competence, and plain language within the health care setting.
2) Develop three educational modules on health literacy, cultural competence, and plain
language.
3) Implement the three educational modules to a pilot group.
4) Evaluate the project using a pre-posttest and feedback from the pilot group.
Plan and Process
The original plan of this capstone project was to conduct a focus group with the patients
at SMMART clinic to gain insight into how health literacy may affect access to health care
services. Another reason for the focus group was to gain insight into how well the patients
understood the health information provided to them by the health care students at SMMART
clinic. However, due to the attendance variability of patients, operating hours of SMMART
clinic, limited resources such as interpreters, and COVID-19 protocols, the original plan shifted.
In order to understand how health literacy affected access to health care services and gain insight
into the health literacy practices of health care students at SMMART clinic, observation of
treatment and intervention sessions were conducted along with informal interviews with the
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health care students and stakeholders. Additionally, this knowledge gap was achieved through
capstone research activities.
Observation of treatment and intervention sessions provided by health care students was
conducted by attending SMMART clinic over the course of five clinic sessions held on Thursday
evenings from three p.m. to eight p.m. From three p.m. to four p.m., the volunteered health care
students and faculties are completing chart review and preparing prior to the start of the session.
Afterwards, patient appointments are conducted from four p.m. to 7:30 p.m. The last hour of the
day is used to complete patient documentation and conduct a debriefing with the
interdisciplinary team. During observation and attendance at SMMART clinic, informal
interviews with stakeholders and health care students took place. Insightful information was
obtained, such as the best strategies for delivering the educational modules through the D2L
portal. Another area of information obtained was the limited amount of resources to support and
educate the health literacy practices for health care students at SMMART clinic. Lastly,
observation sessions provided insight into the knowledge and utilization of health literacy
practices health care students used while educating their patients. Based upon the sessions at
SMMART clinic, additional capstone research activities were conducted to assist with
developing the educational modules for use with healthcare students working at SMMART
clinic.
Capstone research activities included exploring additional literature and resources
identified in the scoping review and needs assessment. While exploring the literature and
resources, information was gathered including the different levels of health literacy, statistics and
effects of low health literacy, health equity, and best health literacy practices. Additionally, tools
to support an organization, such as a free health clinic, to become health literate were explored
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within the resources identified. As supporting information was obtained to develop the
educational modules, research on online adult pedagogy was conducted.
Information on adult pedagogy online was found through publications from Point Park
University (2021) and Michelle Schwartz (n.d.), an Instructional Design and Research Strategist
for the Learning and Teaching Office at Ryerson University. Strategies for online adult pedagogy
gained from exploring these two resources included: integrating the learner's experience, making
the information relevant, and allowing the learner to provide feedback (Point Park University,
2021; Schwartz, n.d.).
The last capstone activity completed was exploring the different online platforms to
create the educational modules such as VoiceThread and Panopto. The online platforms were
explored to provide insight from a learner's perspective on accessibility and user-friendliness.
After the capstone research activities were completed, topics for the educational modules
were created through writing a list of priority findings with subcategories. Identification of
priority findings and organizing information into subcategories allowed filtering of irrelevant or
repetitive information. This method also proved beneficial as it allowed the separation of content
into the three educational modules developed. It also provided insight into presenting key points
on the broad topic of health literacy. Throughout the development of the educational modules,
approval and feedback was received by the site capstone mentor.
As the modules were developed, feedback on them was gathered to trial effectiveness. A
pre-posttest obtaining questions related to the three educational modules was created to track
knowledge gained from participation in this capstone project (see Appendix A). Additionally, a
Google survey form (see Appendix B) was developed to allow participants to provide feedback
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on the educational modules. The development of the pre-posttest and Google survey form
received approval from the site capstone mentor before sending to students.
Project Design
As the capstone activities were completed, the educational modules were developed using
Microsoft Word and PowerPoint, and VoiceThread. The pre-posttest was created through
Microsoft Word, and the feedback form was created through Google forms. Best practices
identified regarding adult pedagogy was applied during the creation of the educational modules.
Information that was compiled and sorted for the educational modules was put into PowerPoint
slides. Adult pedagogy principles applied to the educational modules made the information
relevant, concise, and easy to understand. See Appendix C.1, C.2, and C.3 for the educational
modules.
Timeline
Weeks one through four were focused on gathering, obtaining, and investigating crucial
information and evidence to support the development of the educational modules. In addition to
these activities, attendance at SMMART clinic was completed to conduct observations of
treatment and intervention sessions of health care students. Informal interviews were also
completed during this time. During this phase, the capstone mentor assisted with identifying and
recruiting student participants for the pilot group.
Weeks five through seven was the development phase. The development phase focused
on the creation of the capstone product. The capstone product included three educational
modules designed for healthcare students working at SMMART clinic: 1) Heath Literacy, 2)
Cultural Competence in Health Care, and 3) Plain Language within Health Care. Alongside the
educational modules was the creation of the pre-posttest and feedback form. The development of

EDUCATION ON HEALTH LITERACY PRACTICES

36

the educational modules allowed opportunities to develop professional communication skills by
practicing delivering written information with clarity. The capstone mentor provided multiple
reviews along with recommendations for content revision. Changes were made upon each review
from the capstone mentor. Feedback from the capstone mentor included consistency with
punctuations, providing graphics in the slides, and rewording quiz questions and slides for
clarity.
Weeks seven through nine were the implementation phase. In this phase, final revisions
of the educational modules, pre-posttest, and feedback forms were completed prior to being sent
out to current healthcare students working at SMMART clinic. After the finalization of content,
the materials were emailed to the student participants in the pilot group. Weeks nine to week
eleven allowed the participants adequate time to view the materials due to outside factors
impacting time constraints such as midterm exams.
Weeks eleven through fourteen was the evaluation phase. Within this phase, the results
from the pre-posttest and feedback forms were evaluated. The results from the pre-posttest were
analyzed for measurement of improvement in scores within each participant. The feedback was
reviewed to gain insight from students for further revision of the slides in the educational
modules. The results from the pre-posttest and feedback were shared with the capstone mentor
and minimal changes were made to the final educational modules based upon the results from the
pre-posttest and feedback from the participants before uploading them to the D2L portal for
future SMMART clinic health care students. See Appendix D for a visual timeline of this
capstone project.
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Participants
Recruitment of participants was completed by marketing this capstone project to
stakeholders and health care students at SMMART clinic. The marketing of this capstone project
included an introduction of myself and an elevator speech on the purpose of this capstone
project. The capstone mentor assisted with identifying, recruiting, and providing information on
three second-year occupational therapy students to participate in this capstone project.
The inclusion criteria for recruitment of participants were current health care students involved
in the operations at SMMART clinic. Exclusion criteria for recruitment of participants were nonhealthcare students and health care students who are not regularly attending SMMART clinic.
Product
Product deliverables included three PowerPoint training modules developed using
VoiceThread for narration. The products will be available to future SMMART clinic students
through the D2L portal. Additionally, a folder containing a comprehensive list of resources was
published on the D2L portal. The folder and educational modules were approved and reviewed
with the capstone mentor prior to uploading them onto the D2L portal.
The folder labeled Health Literacy Resources contained five subfolders of additional
information gathered for the final capstone project. Contents within the Health Literacy
Resources folder contained links to continuing education and training courses, governmental and
professional health literacy tools and publications, literature, and the three educational modules
developed for this capstone project. Overall, the additional resources provided may allow current
and future students to expand their understanding and learning of the broad issue of health
literacy.
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Chapter 5: Evaluation and Results
Project evaluation
This chapter discusses the data collection and analysis of the capstone product. The evaluation of
this capstone project was completed through a survey that gathered both qualitative and
quantitative data.
Data Collection
Participants. Fifteen health care students currently working at SMMART clinic were
asked to complete and provide feedback on the educational modules. A total of four students
completed the modules and the survey and included three second-year occupational therapy
students, and one second-year physician assistant student. All the participants were female.
Methods. A survey and pre-posttest were used to evaluate the effectiveness of the
educational modules. Participants completed a non-standardized pre-posttest with fifteen
questions for the educational modules: 1) health literacy, 2) cultural competence in health care,
and 3) plain language in health care. The health literacy module contained three multiple-choice
and four matching questions. The cultural competence in health care and plain language in health
care contained four multiple-choice questions for each module. Participants completed a survey
through Google form containing two demographic questions, one Likert scale question, and five
write-in answers to collect qualitative data after completing the modules and pre-posttest. The
educational modules and the evaluation materials were emailed to the participants due to the
SMMART clinic hours, student availability, and impact of COVID-19.
Participants were emailed with the pre-posttest and direct links to the educational module
and the Google form for easy accessibility. The email instructed the participants to complete the
pre-test first before completing the educational modules. After completion of the educational
modules, the participants were instructed to complete the post-test. Participants completed the
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survey last to obtain qualitative results of what they learned from the educational modules and
what can be improved. See Appendix A and B for the pre-post quiz material and survey.
The pre-posttest, educational modules, and survey were reviewed and revised for content
by collaborating with the site mentor before emailing the materials to the participant. The site
mentor assisted with selecting and recruiting three occupational therapy students to participate.
Data Analysis
The questions from the pre-posttest were hand-scored and then a raw score of the number
of correct was calculated for each module. The raw scores were translated into percentages. The
percent change in raw scores from the pre-posttest were evaluated using an excel spreadsheet.
Questions that most participants got wrong were assessed for potential poor wording or a lack of
understanding after completing the educational modules. Due to the small sample size, no
additional statistical analysis was completed.
The qualitative results from the survey were analyzed through an Excel sheet by entering
the responses from each participant. The questions from the survey were categorized into 1)
three things learned, 2) confusing concepts, 3) wording issues, 4) three things to change, and 5)
three takeaways The Likert scale questions on the survey were analyzed separately. Participants
rated on a scale of 0 ("none at all") to 10 ("a lot") based upon how much they think they learned
from the educational modules.
Project Results
Quantitative. All participants demonstrated a positive increase in scores from the pre to
post-test for the health literacy module. Only one participant demonstrated an increase in scores
for the pre to post-test for the cultural competence in health care and plain language in health
care module. All participants were observed to have the matching questions wrong in the pre-test
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for the health literacy module. However, all participants demonstrated increase of score with the
matching questions in the post-test. See Table 5.1, Table 5.2, and Table 5.3 for results.
Table 5.1
Individual percentage change from pre to posttest for health literacy
Participant
1
2
3
4

Pre-Test
42%
71%
28%
57%

Post-Test
85%
100%
100%
100%

% of Change
+50%
+29%
+72%
+43%

Table 5.2
Individual percentage change from pre to posttest for cultural competence in health care
Participant
1
2
3
4

Pre-Test
100%
100%
50%
75%

Post-Test
100%
100%
100%
75%

% of Change
0%
0%
+50%
0%

Table 5.3
Individual percentage change from pre to posttest for plain language in health care
Participant
1
2
3
4

Pre-Test
100%
100%
75%
100%

Post-Test
100%
100%
100%
100%

% of Change
0%
0%
+25%
0%

Qualitative. The qualitative data was gathered to gain insight that was not captured from
the quantitative data and to obtain feedback on the modules from the participants. For the theme
of three things learned, there was a variation of responses. However, many reported learning
more about health literacy, plain language, and working with interpreters. The majority reported
no difficulty understanding the different concepts, with one reporting the need for more
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examples to remember the terms and definitions. All participants reported no wording difficulty
or issues even though the most common questions missed in the pre-test were the matching
questions. Three participants suggested no change to the modules, and one participant suggested
providing examples for plain language. Lastly, common takeaways from the modules included
using health literacy practices, working with interpreters, using the teach-back method, and
incorporating plain language. See Table 6 for responses to the themes.
Table 6
Qualitative data
Questions
Three things learned

Participants’ responses
• what plain language is, how to work with interpreters, and
plain language has an effect on health literacy
• Using active language versus passive language, BE FRIEND
acronym, and low health literacy can play a role in healthrelated news and announcements
• I learned more about the terminology regarding health
literacy, the health literate care model, and the importance of
plain language
• I learned about what the health literate care model is, how to
work with interpreters, and what plain language is

Confusing concepts

•
•

Wording issues

Three things to change

Three takeaways

•
•
•
•
•
•
•
•
•
•
•

Nothing!
The exact terms and definitions can be hard to remember but
providing examples and ways to combat the issues are helpful
n/a
N/A
Nope
no, understood it well
No, It was great!
I thought this was very understandable!
I would not change anything
This was good and helpful, More examples with plain
language.
n/a
N/A
1- always speak to the patient even when there is an
interpreter needed 2- speak clearly 3- no jargon when talking
with families
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1. working with interpreters 2. teach back method 3. Stating
the big picture before going into the details
best practice when working with interpreters, using plain
language, and being culturally competent.
Incorporate plain language in practice, the importance of
briefing the session with the interpreter, and how to apply the
health literate care model

The Likert scale question provided insight into how much the participants learned from
the educational modules. The results from the participants ranged from four to ten. Based on the
Likert scale responses, all participants reported learning the concepts from the educational
modules from their didactic coursework and personal backgrounds. See Table 6.1 for details.
Table 6.1
Participants self-rating of knowledge
Rating
6

Response
learned a lot about these in previous classes, your
presentations solidified that learning

7

I knew most based on previous clinical experience and
being part of a minority population and having firsthand
experience with educating family members about their
health who have low medical literacy.

4

I feel like I have already learned a lot of the information
from previous OT classes and my knowledge was already
pretty high.

10

I was able to gain a lot of knowledge regarding health
literacy, cultural competence, and plain language that I can
apply to my future role in the healthcare field.
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Chapter 6: Discussion and Impact
Review of identified gaps
Health literacy is a systematic issue that could affect anyone, and organizations and
health providers have a responsibility in minimizing this issue (ODPHP, 2021). Gaps in the
knowledge of health literacy practice and how to promote a health literate organization were
identified through the scoping review, needs assessment, and the stakeholders at SMMART
clinic. A major gap identified within the literature was the lack of education and training on
health literacy practices within educational curriculums, which affected the practice of health
literacy skills of health care students and providers (Nouri & Rudd, 2015; Yin et al., 2015). Also,
SMMART clinic currently lacks formal education and training on health literacy practices for
their health care students. Based on the gaps identified, educating students on health literacy
practices that encompassed cultural competence and plain language were of relevance to
SMMART clinic.
Summary of results
Based upon the results from the pre-posttest from the student participants, the most
significant change in scores was the health literacy module, with the highest change ranging
from 28 percent to 100 percent. The pre-posttest with the least significant amount of change in
scores is the plain language module. The health literacy module contained the most complex
information in order to introduce the broad concept and issue of health literacy prior to
transitioning to the cultural competence and plain language educational modules. However,
variation of questions with incorrect answers on the pre-test in the health literacy module ranged
between all participants. The one commonality that all participants got wrong was the matching
question in the health literacy module. Although when reviewing the feedback from the
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participants to identify if there were wording issues or difficulty with understanding the
concepts, all participants reported no wording issues or difficulty with understanding the
information. Several factors could have influenced the results from the pre-posttest for all the
educational modules based upon the feedback from the participants.
Academic coursework. All participants were second-year students within their
educational program and had already completed about half or more of their didactic course work.
Additionally, all participants had completed at least one clinical rotation prior to attending their
rotation at SMMART clinic. When reviewing responses to the Likert scale question from the
survey, three participants reported their knowledge as quite high due to personal and professional
experience with academic coursework supporting their knowledge and concepts of health
literacy. The majority of the participants (n=3) informally reported learning about the broad
concept of health literacy throughout their various coursework. However, various practices of
health literacy are incorporated into their educational curriculums and case studies but it is not
taught as a whole within their curriculums. Additionally, results from the health literacy module
may be due to changes made in Healthy People 2030.
Healthy People 2030. Another factor that could have influenced the results for the prepost test results for the health literacy module was the changes made to the concept of health
literacy in Healthy People 2030. Previously in Healthy People 2010 and Healthy People 2020,
health literacy was defined as “the degree to which individuals have the capacity to obtain,
process, and understand basic health information and services to make appropriate health
decisions” (ODPHP, 2021b, para. 2). In Healthy People 2030, the definition has been split to
personal and organizational health literacy to provide recognition that organizations have a
responsibility to address and minimize the effects of low health literacy in patients (ODPHP,

EDUCATION ON HEALTH LITERACY PRACTICES

45

2021a). Due to the changes made in Healthy People 2030, this could have affected the results in
understanding the responsibilities and issues with health literacy. Based upon informal reporting
from the participants, the new definitions health literacy definitions in Healthy People 2030 were
not taught within their educational curriculums. Additionally, the majority of the participants
(n=3) informally reported minimal learning within their coursework that covered the different
levels of health literacy, which may have affected the results for the matching in the pre-test of
the health literacy module.
Strengths of the project
Support of the evidence
Extensive research, review of literature, and consolidation of the current evidence on
health literacy was a significant strength of this project. Prior to developing the educational
modules, the literature and resources on health literacy were extensively reviewed in order to
become an expert in this knowledge area. Due to the wide breadth of health literacy, the review
of evidence assisted with identifying key areas that provide education for health care students to
promote a greater understanding of the concepts and adoption of health literacy practices. Lastly,
all information provided within the educational modules are from reputable resources in order to
support evidence-based practice.
Collaboration and feedback from capstone site mentor
The development and process of the project were done in collaboration with the capstone
site mentor. The capstone site mentor provided great insight regarding the needs of SMMART
clinic, which assisted with the creation of the educational modules and the best strategy to
deliver the educational modules to the pilot group. As the educational modules were in the
process of development, the capstone site mentor provided extensive feedback and assisted with
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revision, which proved to be beneficial as it helped with the clarity and delivery of information.
Overall, due to the feedback and revisions the capstone site mentor provided, the pilot group
provided positive feedback regarding the final educational modules.
Limitations
There were three primary limitations to this capstone project. The first limitation was the
operating hours of SMMART clinic and COVID-19. The operating hours of SMMART clinic
and COVID-19 impacted the communication style and delivery of the educational module to the
student participants. Only a small sample (n=4) participated in the capstone project due to the
capstone materials being sent online to accommodate the SMMART clinic operating hours and
COVID-19. Although the materials of this capstone project were sent to a larger pool of
participants with reminders for participants, participation rates were low. Therefore,
generalization of the results from this capstone project is limited due to the small sample size
(n=4). The second limitation of this study was the inability to hold a focus group of patients to
gain insight regarding utilization and access of health care services due to health literacy.
Capstone goals and objectives were revised, and additional research was conducted to fill in this
knowledge gap. The third limitation was that further review of the educational modules from the
interdisciplinary staff was not completed due to faculty and SMMART clinic schedule and
availability. Interdisciplinary staff review of the educational modules is recommended in the
future to provide education on health literacy practices for interventions across different health
care disciplines. Additional review from interdisciplinary members could be a future capstone
project.
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Impact of project
Contribution to OT and health care disciplines
Creating educational modules on health literacy that encompassed cultural competence
and plain language increased student awareness and adoption of health literacy practices to
provide patient-centered care. The responsibility of minimizing the effects of low health literacy
falls within health care organizations, providers, and students (Coleman et al., 2017; Koh et al.,
2013). When health care organizations and providers are not engaging in best health literacy
practices, it could lead to adverse health events in patients (Coleman et al., 2017; Koh et al.,
2013). However, limited education on health literacy is incorporated in educational curriculums
for students (Yin et al., 2015). Participants in this capstone project reported gaining more
knowledge and solidifying current knowledge obtained within the classroom. Participants also
expressed gaining awareness and insight into utilizing health literacy practices that encompass
cultural competence and plain language skills to provide better patient-centered care.
Occupational therapy has a role and responsibility in ensuring education and training
provided to patients are health literate and culturally appropriate to enable access to health care
services (AOTA, 2017). The contribution of this capstone project is the education and training
along with informing occupational therapy of evidence-based health literacy practices within a
primary care setting. Addressing health literacy in a primary care setting for occupational therapy
and other health care disciplines can assist with recognizing the issue and actively addressing and
advocating for appropriate health literacy strategies during intervention sessions. Overall,
occupational participation and performance are influenced by health literacy, and it is the
responsibility of occupational therapy and other health care disciplines to provide health literate
appropriate information for maximum occupational engagement.
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SMMART clinic use of the product
The educational modules will be housed through the SMMART clinic D2L online portal
at St. Catherine University for incoming health care students at SMMART. The patients at
SMMART clinic are primarily Latino, ESL and often require the use of an interpreter during
service. The educational modules will be readily available to future students to ensure they are
knowledgeable in utilizing health literacy practices to provide patient-centered care for the
patient population. Furthermore, the educational modules can assist with guiding future projects
to develop materials to support the health literacy practice of health care students at SMMART
clinic.
Ideas for future carryover
This capstone project introduced health literacy, cultural competence, and plain language
concepts to promote a health literate organization and the use of health literacy practices amongst
healthcare students. SMMART clinic currently utilizes patient education handouts from various
reliable sources or has pre-made patient education handouts in simple language for commonly
addressed health problems. Various evidence-based resources to develop patient education
materials and education in plain language are provided on the SMMART clinic D2L portal for
future students. Future projects can address the creation of patient education materials for
commonly seen conditions and issues seen at SMMART clinic.
Conclusion
Overall, this capstone project was guided and developed through evidence-based research
and resources. The educational modules and resource folder provided health care organizations,
providers, and students with an understanding of the widespread issue of health literacy and its
impact on patient outcomes. By beginning to educate organizations, providers, and students on
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the widespread issue of health literacy, we can begin to minimize its effect on an individual and
systemic level.
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Chapter 7: Conclusion and Reflection
AOTA’s 2025 Vision
“As an inclusive profession, occupational therapy maximizes health, well-being, and quality of
life for all people, populations, and communities through effective solutions that facilitate
participation in everyday living.” (AOTA, n.d., para. 1)
Occupational therapy prides itself on collaborating with every individual and
interdisciplinary team member to provide client-centered care. Occupational therapy is an allinclusive profession recognizing cultural diversity and working to serve everyone to maximize
well-being and quality of life. The domain of occupational therapy acknowledges the significant
role other health care disciplines have on the health and well-being of every individual.
Collaboration for greater overall health management with the individual and other health care
disciplines is a crucial practice of occupational therapy.
During this capstone project, I was able to capture a glimpse of AOTA's 2025 Vision.
Health literacy is a patient factor that could have a role in health outcomes, leading to a decline
in daily and meaningful occupations (ODPHP, 2021A). I was able to advocate for a change
within the health care system, providers, and students by targeting the issue of health literacy.
Educating health care students on health literacy could lead to a more self-awareness of biases
and assumptions and increase patient-centeredness during treatments and interventions to
promote participation in health management. The cycle of a circle would be an amazing
metaphor regarding the unaddressed issue of health literacy within organizations, providers,
students, and patients. When the issue of health literacy is disregarded and is not practiced within
health care organizations, patients will more than likely have a decline in health due to the
inability of providers to meet the patients at their level of understanding. Health literacy
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promotes the understanding of health information and facilitates active engagement in health
management.
St. Catherine University Henrietta Schmoll School of Health
“The Henrietta Schmoll School of Health educates diverse learners and engages clinical and
community partners to influence health, health systems and health policy. The School is
distinguished by an emphasis on relationship-centered care, socially responsible leadership and
interdisciplinary initiatives.” (St. Catherine University [SCU], n.d., para. 5 & 6)
The melting pot metaphor can be used to visualize the patients of health care; however,
this metaphor can also be used to visualize the many disciplines within health care. No one
health discipline can heal a patient. The care of a patient requires the collaboration of many
health disciplines. Health literacy is an issue that all health care disciplines and those involved in
health policy have a role and responsibility to address. During this capstone project, one
significant insight gained was that in order to begin to minimize the effect of health literacy, the
collaboration between all health disciplines is required. Health literacy requires awareness
between all health care disciplines in order to begin to provide effective and efficient care to a
patient.
While I spent my time at SMMART clinic, I witnessed the fantastic interdisciplinary
work to provide the utmost professional and patient-centered care. Not only did the health care
faculty and students collaborate with the patient, but they also collaborated with one another.
This capstone addressed health literacy as the main priority; however, it also addressed the
importance of collaborating with everyone involved in the decision-making process within health
care, such as family members and professional interpreters. Additionally, this capstone project
worked to initiate a health literate organization by educating the health care students involved in
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providing care to patients. Overall, when I reflect upon this experience, it is essential to
recognize the diversity in knowledge, background, and experience in all those involved in the
health decision-making process to collaborate towards making a system change.
St. Catherine University Department of Occupational Therapy
“The Department of Occupational Therapy provides an excellent education in occupational
therapy to students from diverse backgrounds, conducts scholarly inquiry on human occupation,
and serves the broader community by promoting occupational health and well-being. We prepare
students to respect the dignity of every individual, value humans as occupational beings,
understand the development of occupational competence, apply ethical, spiritual and social
justice principles, engage in a healthy balance of life occupations, and lead and influence the
advancement of occupational therapy.” (SCU, 2017, para. 8)
During this capstone project, I learned that leadership does not equate to the number of
followers one has. Leadership is setting an example and making a change for those who may
lack the resources. Leadership is partnering with everyone within a community to foster growth
and create changes necessary for the greater good. During this capstone project, I reflected upon
the many instances I practiced the mission statement of the St. Catherine University
Disarmament of Occupational Therapy.
AOTA's Societal Statement on Health Literacy recognizes the responsibility occupational
therapy has in addressing and improving health literacy in order to promote patient access to
health care services and participation in meaningful occupations (AOTA, 2017). This capstone
project assisted in promoting a health literate organization by ensuring students are prepared to
serve a diverse patient population. The purpose of utilizing health literacy practices is not to
improve a patient's literacy level but to meet them at their level of need. By engaging in this
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capstone project, I not only served to promote a broader understanding of patient-centeredness
within health care students but influenced a change in how health care services are delivered.
Lastly, by looking deeper into the evidence of health literacy, I was able to gain a wide depth of
knowledge in how to encompass the uniqueness of an individual and enhance their quality of life
through the therapeutic use of self.
St. Mary’s Medical and Rehabilitative Therapy Clinic - St. Mary’s Health Clinic
The mission of SMMART clinic is "To advance social justice through transformative,
holistic health care." (OT PT – St. Mary's Clinic, 2019b, para 1). The three visions of SMMART
clinic are, "Reduce health disparities among the underserved through increased accessibility to
high quality, patient-centered, holistic health care. Develop compassionate, resourceful,
culturally respectful future health care professionals in a transformative, interprofessional
learning environment. Engage in community partnerships which promote overall health and
wellbeing in the communities we serve and advocate for health policy that improves health and
wellness for all." (OT PT – St. Mary's Clinic, 2019b, para 2, 3, & 4).
When reflecting upon the mission and vision of SMMART clinic, my capstone project
assisted in educating health care students to become well-rounded clinicians. However, this
capstone project also worked towards decreasing health disparities and improving health equity
for minorities. Cultural competence was addressed within this capstone project due to the diverse
nature of health care patients. When thinking upon the question, "How can health care providers
and students begin to become culturally competent and meet the patients at their level of need?"
This capstone project served to provide an introduction in producing a future high level clinician
who is able to provide care through a holistic and culturally competent lense.
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SMMART clinic provides their student's opportunities to grow as a clinician, whether it
is learning from one another or a patient. However, at the core is the patient. The education of
health literacy, cultural competence, and plain language may have advocated reducing health
disparities; however, it also assisted with ensuring the knowledge gained is put into current and
future practice of the students. The use of health literacy practice can change health care
organizations by ensuring health care providers are providing effective, holistic, and efficient
care. This could lead health care organizations to become health literate organization while being
culturally aware and sensitive. Lastly, this could lead to meeting the needs of the patient
population at a higher level. Overall, this capstone project may have introduced health literacy,
but it also served as a starting point for a health literate organization.
Personal Reflection
Communication skills are necessary in order to begin to meet the needs of patients.
However, communication skills are also required to develop collaboration with other health care
disciplines. My greatest weakness would be my communication skills, whether it is verbal or
non-verbal. During this capstone project, I targeted my communication skills as professional
development goals. Verbal and non-verbal communication skills were challenged and worked
out throughout my time spent at SMMART clinic. However, my communication skills were
worked on through independent work when I did not attend SMMART clinic. Examples of
communication skills targeted were the tone of voice, body posture, facial expression, initiation
of communication, and the practice of communicating ideas clearly and concisely.
SMMART clinic has provided me the challenge and opportunity to work on my
communication skills. Due to the teamwork mindset at SMMART clinic, I was challenged to
step out of my comfort zone to target my communication goals. Additionally, the teamwork
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mindset at SMMART clinic provided me insight into communication skills to begin to make a
change within the health care system. Communicating one's idea to others is crucial when
attempting to recruit participants and other stakeholders, or advance the practice within the
health care system. By reflecting upon this concept, I knew that I needed to ensure my
communication skills were effective when presenting the issue of health literacy.
Communication skills are universal and can be brought to any setting, whether it is to advocate
for a change or collaborate with others.
Additionally, my communication skills assisted in helping me grow professionally and
personally. I was able to advocate for my own learning opportunities. However, this will allow
me to advocate for myself in a professional setting, whether it is regarding my needs or the needs
of a patient. Overall, my communication skills have significantly improved to advocate for my
learning opportunities and others.
Lastly, my greatest growth throughout this capstone project was that no one health
discipline could create the momentum for a change. In order to begin to make a change, it
requires the work of everyone. Every health discipline has a unique role and responsibility in
supporting a patient's health and helping them achieve their goals. When considering an issue
such as health literacy, it requires the work of all health disciplines to minimize the impact of
low health literacy in patients. However, all health disciplines also have a significant role in
influencing health literacy in patients. Therefore, through this capstone project, I had the
opportunity to develop my professional skills in collaborating with other health disciplines to
tackle a systemic problem.
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Appendix A
Pre-posttest of educational modules
Health Literacy
1. What are the two types of health literacy defined in Healthy People 2030?
a. Personal and Organization
b. Independent and Systematic
c. Individualized and Institutionalize
d. People and Education
2. Which of the following does not contribute to the problem of health literacy?
a. Organizations and providers expect patients to navigate the health care system
successfully and independently.
b. Organizations and providers may provide hard to understand health information.
c. Medical diagnosis
d. Patient background and history
3. Match the terminology to the correct definition:
1)

Basic: ______

A)

ability to perform complex health literacy activities

2)
3)

Intermediate: _____
Proficient: _____

B)
C)

4)

Below Basic: _____

D)

ability to perform simple health literacy activities
health literacy skills may range from nonliterate to
simple and concrete
ability to perform moderately complex health literacy
activities

4. What is the Health Literate Care Model?
a. A model focused on providing immediate care to all patients
b. A model focused on promoting health literacy in patients by weaving health literacy
practice during treatment/intervention.
c. A model focused on educating providers and organizations on health literacy.
d. None of the above
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Cultural Competence
1. Which of the following is a positive result of cultural competence?
a. Increased patient self-efficacy and engagement in health care decision
b. Decreased access to health care services
c. Decreased data collection from the patient
d. Increased health care costs
e. Decreased patient engagement due to increased independence in health care
management
2. Which of the following is a practice of cultural competence?
a. Extracting patient biases of the health care
b. Utilizing personal biases of cultures to gain knowledge
c. Finding common ground with the patient
d. Engaging in minimal rapport building to avoid cultural disrespect
3. Which of the following is not a reason for a patient-centered approach for cultural
competence?
a. Providers recognize the uniqueness of each illness/disease in the patient
b. Providers explore the patient’s values, beliefs, and meaning of illness
c. Providers can diagnose and provide treatment to a patient faster to meet productivity
d. Providers maintain an unconditional positive regard for the patient
4. Which of the following is not a form of best practice on working with interpreters?
a. Do not use illustration as it can be too interpretive
b. Brief the session with the interpreter and patient
c. Slow down and use shorter phrases
d. Avoid Americanism
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Plain Language in Health Care
1. What is plain language?
a. A form of communication that is tailored to meet the education level of every patient.
b. A form of communication that the audience can understand the first time they hear or
read it.
c. A form of communication that uses easy to understand medical terminology and/or
jargon to promote patient knowledge in health topics.
d. None of the above.
2. True or False: Plain language does not have an influence on health literacy.
a. True
b. False
3. Why is plain language important within the health care setting?
a. Use of clear communication to promote health literacy
b. Plain language is not important
c. Patient diagnosis should be described in complex term to promote patient knowledge
in health topics
d. Challenge patient and provider to communicate with each other
4. Which of the following is not a principle of plain language?
a. State major points before going into details
b. Use pronouns when possible
c. Use a passive voice more often than an active voice
d. Limit each paragraph to one main idea and keep it short

EDUCATION ON HEALTH LITERACY PRACTICES
Appendix B
Google Survey Form

59

EDUCATION ON HEALTH LITERACY PRACTICES

60

EDUCATION ON HEALTH LITERACY PRACTICES

61

Appendix C.1
Health literacy educational module

Health Literacy
Seng Vang, OTS
St. Catherine University

Objectives

1
Define health
literacy

2

3

4

Describe the impact
of health literacy on
health outcomes
and decisions

Understand the
statistics and health
literacy levels

Identify at least one
effective health
literacy practice
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Healthy People 2010 and 2020:
•The degree to which individuals have the capacity to
obtain, process, and understand basic health
information and services needed to make
appropriate health decisions.

What is health
literacy?

2010 and 2020

2030
Healthy People 2030:
•Personal health literacy is the degree to which
individuals have the ability to find, understand,
and use information and services to inform
health-related decisions and actions for
themselves and others.
•Organizational health literacy is the degree to
which organizations equitably enable
individuals to find, understand, and use
information and services to inform healthrelated decisions and actions for themselves
and others.
(Office of Disease Prevention and Health Promotion [ODPHP], 2021a; ODPHP, 2021b)

The health literacy problem
• Organizations and providers expect patients
to navigate the health care system
successfully and independently.
• Organizations and providers may provide
hard to understand health information.
• Poor understanding of health information
could lead to worse health outcomes and
less informed health decisions.

(AHRQ, 2008; CDC, 2021; Koh et al., 2013)
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• 9 out of 10 adults have low health literacy
• 36% of U.S. adults have basic or below basic
health literacy
• 12% of U.S. adults have proficient health
literacy
• The costs of health literacy range between
100 to 200 billion dollars per year

(AHRQ, 2008; CDC, 2021; Koh et al., 2013; Schillinger, 2021)

Proficient: ability to perform complex
health literacy activities

What are the
levels of health
literacy?

Intermediate: ability to perform moderately
complex health literacy activities
Basic: ability to perform simple health
literacy activities
Below Basic: health literacy skills may range
from nonliterate to simple and concrete

(AHRQ, 2008; Cutilli & Bennet, 2009)
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What factors can
contribute to low health
literacy?
Low socioeconomic status
Age
Patient comprehension and communication skills
Knowledge of health topics
Provider communication skills
The situation
Low English proficiency
Cultural background
"Health literacy is a state, not a trait." Dr. Dean Schillinger

(AHRQ, 2008; Berkman et al., 2011; Schillinger, 2020; Stableford & Mettger, 2007; Yin et al., 2015)

Difficulty in…
• Navigating the health care system
• Sharing personal and health
information
• Actively managing health care
• Engaging in self-care and disease
management behaviors
• Adopting health promotion behaviors
• Acting on health-related news and
announcements

(Berkman et al., 2011; Koh et al., 2013; Schillinger, 2020; Yin et al., 2015)

What are the
effects of low
health literacy?
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Health Literate Care
Model
• Developed based upon the Care
Model/Chronic Care Model
• Weaves health literacy principles from
the Health Literacy Universal Precautions
toolkit from Agency for Healthcare
Research and Quality (AHRQ) into the
Care Model
• Approach all patients as if they are at risk
of not understanding health information
• Employ a range of strategies for clear
communication
• Confirm that patients understand what
providers are saying

(Koh et al., 2013)

Health Literacy
Universal
Precautions
Approach

(AHRQ, 2020a)

• Health Literacy Universal Precautions principles:
• Simplifying communication with and
confirming comprehension for all patients, so
that the risk of miscommunication is
minimized.
• Making the office environment and health care
system easier to navigate.
• Supporting patients' efforts to improve their
health.
• Health Literacy Universal Precautions Toolkit, 2nd
edition
• Promote evidence-based health literacy
practice within organizations to promote
health literacy.
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Best health literacy
practices
• Use of teach-back/show-me technique
• Avoid use of medical jargon
• Elicit questions from patient through a patientcentered approach
• Use of a universal precautions approach during
oral and written communication
• Negotiate a mutual agenda at the onset of the
session
• Use of a professional medical interpreter
• Emphasize two to three main ideas during the
session
• Elicit the full list of patient concerns
(Coleman et al., 2013; Coleman et al., 2017; Yin et al., 2015)

Teach-back method
1) Explain or
demonstrate a
new concept

2) Assess the
client’s recall and
comprehension

4) Reassessment

(AHRQ, 2020b)

3) Actively listen
and respond

5) Client mastery
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Appendix C.2
Cultural competence educational module

CULTURAL COMPETENCE
Seng Vang, OTS
St. Catherine University

Culture: “Combination of a body
of knowledge, a body of belief, and
a body of behavior.”

WHAT IS CULTURAL
COMPETENCE?

Cultural competence: “the ability
to provide care to patients with
diverse values, beliefs and behaviors,
including tailoring health care
delivery to meet patients’ social,
cultural and linguistic needs”

(Health Research & Educational Trust, 2013 ;National Institutes of Health
[NIH], 2021)
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WHY IS CULTURAL COMPETENCE
IMPORTANT?
Diversity in patient population within the United States
Reduce health disparities and promote access to health care services
Promote patient engagement and trust
Correlation to health literacy

(Feinberg et al., 2016; Health Research & Educational Trust, 2013; Patient Safety Network [PSNet], 2019: Nair & Adetayo, 2019; NIH, 2021; Saha et al., 2010)

WHAT IS THE INFLUENCE OF CULTURE
ON HEALTH CARE?

Perception of
disease and illness

Understanding of
how the body
functions

How diseases and
illnesses are cured

Adherence to
treatment

Who participates
in the delivery of
care and health
care services

Patient-provider
communication

(Beverley, 2014; Feinberg et al., 2016; Patient Safety Network [PSNet], 2019: Nair & Adetayo, 2019; NIH, 2021; Saha et al., 2010)
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WHAT ARE THE RESULTS OF
CULTURAL COMPETENCE?

Positive:
•
•
•
•

Increased patient safety
Decreased health disparities
Improved quality and delivery of care
Increased patient self-efficacy and
engagement in health care decision
• Improved patient-provider relationship

Negative:
• Poor health outcomes
• Increased cost to the health care
system
• Poor patient data collection
• Lack of access to health care services

(Beverley, 2014; Feinberg et al., 2016; Health Research & Educational Trust, 2013; Patient Safety Network [PSNet], 2019: Nair & Adetayo, 2019; NIH, 2021; Saha et al., 2010)

Explore and respect patient beliefs, values, meaning of illness,
and preferences and needs
Build rapport and trust
Find common ground

W H AT A R E T H E
P R ACT ICES O F
CULT UR A L
CO M P E T E N CE ?

Awareness of own biases and assumptions
Knowledgeable about different cultures
Awareness of health disparities and discrimination against
minority groups
Effective use of interpreters and language assistance services

(Feinberg et al., 2016; Health Research & Educational Trust, 2013; Nair & Adetayo, 2019; NIH, 2021)
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PATIENT-CENTERED APPROACH
AND CULTURAL COMPETENCE

• “Physician tries to enter the patient’s world, to see the
illness through the patient’s eyes.” (McWhinney, 1989)
• The patient is unique
• Maintaining unconditional positive regard
• Building effective rapport to develop trust
• Using the bio-psychosocial model
• Exploring and understanding patient beliefs, values and
meaning of illness
• Finding common ground regarding treatment plans

(Beverley, 2014; Nair & Adetayo, 2019; NIH, 2021)

W H Y A R E INT ER P R ETAT IO N SERV ICES IMP O RTA NT ?
• Effective communication is important for patient-centeredness and cultural
competence
• Adverse events are more likely to happen due to poor communication

(Harrison & Mirza, 2019; Feinberg et al., 2016; Patient Safety Network [PSNet], 2019: Nair & Adetayo, 2019; Saha et al., 2010)
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WORKING
WITH
INTERPRETERS
• Look at the client when you
are speaking
• Slow down and use shorter
phrases
• Use simple and client-friendly
language (no medical jargon)
• Provide context when possible
• Always keep everyone
informed
• BE A FRIEND

(Harrison & Mirza, 2019)

BE A FRIEND

B: briefing of the
session and
expectation

E: engagement
throughout the session

I: use illustration

(Harrison & Mirza, 2019)

A: avoid
Americanism

E: give examples

F: flexibility in
communication

N: notify the
interpreter

R: use reflective
statement and repeat
back what you’re
hearing from the client

D: debrief at the end
of the session
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Appendix C.3
Plain language educational module

PLAIN LANGUAGE IN
HEALTH CARE
Seng Vang, OTS

St. Catherine University

§ “communication your audience can

understand the first time they read or
hear it”

(Plain Language, n.d.a.)
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A form of clear
communication
to promote
health literacy

Promotes patient
engagement and
comprehension
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Culture can have
an influence on
language
perception

Diversity in
patient
population

(Plain Language, n.d.b; Stableford & Mettger, 2007; Warde et al., 2018; Wittenberg et al., 2015)

Increased understanding of health
information
Adherence to healthy lifestyle behaviors
Improved ability to access health care
services
Promotion of health literacy
Increased or decreased health care costs

(Plain Language, n.d.b; Stableford & Mettger, 2007; Warde et al., 2018; Wittenberg et
al., 2015)
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PLAIN WRITING ACT OF 2010
§ “The purpose of this Act is to improve the effectiveness and accountability of

Federal agencies to the public by promoting clear Government communication
that the public can understand and use.”
§ Plain Writing Act of 2010

Plain Writing Act of 2010, Pub. L. 111-274, 124 STAT. 2861, codified as amended at 5 USC 301. Retrieved from https://www.govinfo.gov/content/pkg/PLAW-111publ274/pdf/PLAW-111publ274.pdf

Write for your
reader, not yourself

Use pronouns when
you can

State your major
point(s) first before
going into details

Stick to your topic

Limit each
paragraph to one
idea and keep it
short

Write in active
voice. Use the
passive voice only in
rare cases

Use short sentences
as much as possible

Use everyday words.
If you must use
technical terms,
explain them on the
first reference

Omit unneeded
words

Keep the subject
and verb close
together

Use headings, lists,
and tables to make
reading easier

Proofread your work,
and have a
colleague proof it as
well

(Centers for Disease Control and Prevention [CDC], 2019; Center for Plain Language, n.d.; National Archive, 2019; Plain Language, 2011)
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ORGANIZE TO SERVE
THE AUDIENCE

CHOOSE WORDS
CAREFULLY
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MAKE INFORMATION
EASY TO FIND

(CDC, 2019; Center for Plain Language, n.d.; National Archive, 2019; Plain Language, 2011)
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Appendix D
Visual timeline of capstone project

Week 1-4

Week 5-7

Week 7-9

•Research identified literature and resources on health literacy, cultural competence, and plain language
•Attend SMMART clinic to observe treatment/intervention sessions and complete informal interviews
with stakeholders and students
•Creation of the educational modules, pre-posttest, and survey
•Collaboration with capstone site mentor to review the materials

•Finalization of the capstone products prior to sending them out to the participants
•Educational modules, pre-posttest, and survey are sent out to the participants

•Participants are in the process of completing the materials
Week 9-11

•Results from the pre-posttest and survey are evaluated
•Evaluation of results are shared with the capstone site mentor
Week 11-14
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